Case I.-Girl, aged 17. Operation for suppuration in the right labyrinth and meningitis. The cochlea was full of thick green pus, and the Staphylococcus aureus was isolated from the cerebro-spinal fluid. Recovery after six lumbar punctures, but complete right facial palsy remained. The reaction of degeneration was still complete at the end of six months, with no evidence of recovery. The facial nerve was anastomosed end to end with the whole of the central end of the hypoglossal. The peripheral end of the hypoglossal was implanted laterally into the spinal accessory. Wasting of the tongue is scarcely perceptible, but there is slight wasting of the sterno-mastoid. Faradic response is present in all the facial muscles. Film shows state of face three years after nerve anastomosis.
Case II.-Man, aged 27, had a radical mastoid operation on the right ear in India two years previously. This resulted in a complete facial palsy. When seen the mastoid cavity was still suppurating and the face completely paralysed. A number of unopened cells were obliterated and the cavity grafted. When healing was complete the facial nerve was anastomosed to the whole of the central end of the hypoglossal. The descendens noni was divided and the central end was anastomosed to the peripheral end of the hypoglossal; the peripheral end of the descendens noni was implanted into the side of this junction. Faradic response present in all facial muscles. Film shows the state of the face after fifteen months. Case III.-A woman, aged 56, had a radical mastoid operation in a suburban hospital. The cavity was still suppurating and the right side of the face completely paralysed, when seen. The mastoid operation was repeated and the cavity grafted. Four months later the face showed no sign of commencing recovery. The facial nerve was anastomosed to the central end of descendens noni. The peripheral end of the descendens noni was implanted into a slit in the side of the hypoglossal. Faradic recovery of all facial muscles. Film shows state of face after twelve months.
Discs88ion.-Sir CHARLES BALLANCE said that the admirable description of the films by Dr. Bailey and the exposition of the subject by Mr. Colledge left him (Sir Charles) little to say. The descendens noni was used to prevent atrophy of the tongue; in some cases the whole hypoglossal was anastomosed end to end to the facial nerve, but this did not prevent the tongue from showing some atrophy. Expressed otherwise, the descendens noni had been shown to be not sufficient for the maintenance of the nutrition of the tongue. He suspected the same to be true in cases in which the descendens noni had been used to bring about recovery from the facial palsy. It was a small nerve, which came from the first and second cervical. He did not think it would be found ultimately that the descendens noni was the nerve to use for the recovery of facial palsy; but all operations for the treatment of facial palsy were still in the stage of evolution, and, by every case of anastomosis done, one was brought nearer to the final conclusion as to what it was best to do. The glosso-pharyngeal seemed the best nerve in monkeys to use for the recovery of facial palsy; it was suggested to him in 1895 by Professor Sir Edward Schafer. At that time he thought that gentleman's view was wrong; that the nerve was a very small and deeply situated nerve, and not the best to use. But he (Sir Charles) was wrong. The first operation of facial-hypoglossal anastomosis was done by Professor K6rte, and three months later he (the speaker) himself did one. Mr. Colledge and he used the lingual nerve and got apparently complete recovery in an Abyssinian trotting nonkey.
Dr. W. S. SYME said that three years ago the late Mr. Kennedy had performed for him the operation of facial-hypoglossal anastomosis on a boy. After two years there was satisfactory return of power. Shortly before Mr. Kennedy died he had seen the boy, and had considered the outlook very hopeful.
Mr. SYDNEY SCOTT said that it seemed that the experimental stage had been passed in regard to these operations and Members would look forward to their considered opinions as to the best method of dealing with facial paralysis. It might be that one operation was more suitable for certain individuals than for others: for a coal-heaver one operation might be chosen, and another for a lady who had leisure to practise facial movements and exercises before a mirror for along time afterwards, to achieve such excellent results as were seen in the patient Sir Charles Ballance had brought to the meeting. The result of operation was incomplete unless re-education of facial control followed. It would be of interest to know what was the duration of the facial paralysis in each of the cases operated upon, and at what period there was justification for feeling hopeless as to spontaneous recovery taking place. He had seen a patient in whom there was no sign of recovery until three years after the onset of facial palsy. She eventually recovered under Dr. Kinnier Wilson's care without any operative intervention being directed to the nerves.
His late colleague, Mr. West, adopted another procedure in a case of a man with facial paralysis resulting from an operation he (Mr. Scott) had performed in August, 1915, for malignant disease of the middle ear. He (Mr. Scott) had removed the facial nerve deliberately, with most of the petrous bone. Mr. West removed the sterno-mastoid and the glands in the neck in May, 1916, and in August, 1921 , tried to improve the patient's facial appearance by bringing down strands of the temporal muscle and attaching them to the angle of the mouth. The result was that the patient could move the angle of the mouth on the side previously paralysed. This patient was later shown at the Section of Laryngology by Mr. Harmer.'
In this original report the deliberate removal of a part of the facial nerve with the labyrinth, mastoid and tympanic plate was not mentioned.
Mr. G. J. JENKINS asked which part of the spinal accessory nerve Mr. Colledge took; just before going into the muscle it divided into two main trunks, upper and lower. It was possible, he, thought, to get a bundle of fibres going to the trapezius which would be useful, leaving the sterno-mastoid alone. With regard to the descendens hypoglossi, one knew of the great variation in its size in different subjects; sometimes it was absent, while at other times a large element in the ascendilng portion was absent. It was necessary to consider what should be done when the nerve was too small to be used for facial anastomosis. Was there any reason why both ends of the descendens noni should not be used ? The two together might form a bundle which would be sufficient to restore the facial nerve.
Dr. ALBERT A. GRAY asked, with regard to the lingual and glosso-pharyngeal anastomosis, whether there was any sensory result from anastomosing a motor nerve with a sensory or secretory one. Was there, for example, any effect on the secretory glands of the mouth ?
Mr. COLLEDGE (in reply) said the descendens noni varied a good deal in different persons. In the woman depicted on the screen this nerve was fairly large, nearly as large as the trunk of the facial nerve. He repeated the operation in another case and there was a greater difference in size, the descendens being decidedly smaller than the facial. With regard to Mr. Jenkins' suggestion that both ends should be used, Sir Charles Ballance did that in one of his experiments on monkeys, but he (Mr. Colledge) thought that if it were attempted in the' case of the human being it would be found difficult to bring both ends up to the facial, because the human neck was much longer than that of the monkey.
In reply to Mr. Jenkins' question concerning the spinal accessory, he simply nicked it and implanted the hypoglossal into the side. There was a little wasting Qf the sterno-mastoid. He would not again employ the spinal accessory.
In answer to Dr. Gray's question as to sensory changes after anastomosis with the lingual, the operation concerned had not been done on the human subject, and it was difficult to make out anything very definite about it. Any success which had followed these operations was very largely due to the unremitting care of Dr. Bailey, and his attention was a large factor in the recovery of the patients. mProceedings, 1922, xv (Sect. Laryng.), p. 33.
